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ABSTRACT
Critical Access Hospital Nurses’ Perceptions of Obstacles and
Helpful Behaviors in End-of-Life Care
Trissa Michelle Lyman
College of Nursing, BYU
Master of Science
Background: The Critical Access Hospitals (CAHs) system was developed to bring
health care to rural populations. Although CAHs lack equipment and resources, CAH nurses still
provide end-of-life (EOL) care to critically-ill and dying patients.
Objectives: To determine the largest and smallest ranked obstacles and helpful behaviors
to providing EOL care to rural patients as perceived by CAH nurses. Also, to determine how
CAH nurses’ perceptions of obstacles and helpful behaviors to providing EOL care compare to
that of their urban counterparts.
Methods: A cross-sectional, nationally representative sample of nurses working in 39
CAHs were sent a questionnaire. Nurse participants were asked to rate obstacle and helpful
behavior item sizes to providing EOL care to critically-ill patients. Current data were analyzed
and compared with previously collected data obtained from urban-working critical care nurses.
Results: Seven of the top 10 largest obstacle items were related directly to family
behaviors and attitudes such as families not understanding what lifesaving measures entail and
intra-family disagreements about life support. Largest helpful behavior items ranked in the top
10 included interventions which the nurse controls and items that impacted nurses having
adequate time to deliver EOL care. The majority of the top 10 largest obstacle and helpful
behavior items from the 2015 study, as ranked by urban critical care nurses, remained in the top
10 for the current study. Obstacle and helpful behavior items unique to CAHs such as a lack of
resources and the nurse knowing the patient or patient’s family fell below the top 10 largest
items in ranking.
Conclusion: As perceived by nurse participants, obstacles and helpful behaviors to
providing EOL care remain similar despite location (rural versus urban). CAH nurses are
accustomed to working without typical resources found in urban hospitals and therefore did not
perceive resource deficits to be among the largest-ranked obstacles to providing EOL care.
Family behaviors and attitudes remain the most dominant obstacle noted by nurses.

Keywords: Critical Access Hospital, nurses, end-of-life care, obstacles, helpful behaviors, rural
nursing
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Critical Access Hospital Nurses’ Perceptions of Obstacles and
Helpful Behaviors in End-of-Life Care
End-of-life (EOL) care is a common aspect of critical-care nurses' responsibilities.
Researchers have identified the largest obstacles and helpful behaviors in providing end-of-life
(EOL) care for critically-ill patients as perceived by nurses in urban hospitals. However, no
studies were found that addressed the EOL care provided for critically-ill patients in critical
access hospitals (CAHs). CAHs are located throughout the United States and provide patient care
to rural and hard-to-access populations (Mayer & Winters, 2016). Many CAHs lack specialized
equipment and resources (Freeman et al., 2007), yet rural nurses still care for critically-ill and
dying patients at the EOL.
Background
Critical Access Hospitals
With limited resources in rural areas, sick or injured individuals experience challenges in
accessing health care (Mayer & Winters, 2016)—especially those who are critically-ill (Freeman
et al., 2007). In 1997, the United States Congress established CAHs to decrease the financial
burden of caring for patients in rural hospitals. CAHs receive federal grants and additional
Medicare reimbursements for patient care. Criteria for designation of these hospitals includes: 1)
a maximum of 25 acute inpatient beds, 2) a 24-hour emergency department, 3) a minimum
distance of 35 miles from another hospital, and 4) an average length of stay for acute care
patients of less than 96 hours (Rural Health Information Hub, 2019). As of July 2018, there were
1348 CAHs (Flex Monitoring Team, n.d.) serving many of the 59 million people in the United
States living in rural communities (United States Census Bureau, 2020).
CAHs have limited access to critical care services, intensive care physicians, and
technologically advanced equipment (Freeman et al., 2007; Mayer & Winters, 2016). A lack of
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equipment for critical care services in CAHs may include standard items found in urban critical
care units such as ventilators, invasive arterial monitoring, and pulmonary arterial catheters.
Many CAHs do not provide inpatient critical care services (Freeman et al., 2007). According to
Freeman et al. (2007), hospital cost reports show only 26% of CAHs billed for intensive care
services between the years 1995-2003. Often, because of the lack of critical care services, CAHs
transfer critically-ill patients to urban facilities after patients have been stabilized in emergency
departments (Mayer & Winters, 2016).
Some CAHs have critical care units while others designate beds for critically-ill patients
on medical floors (Freeman et al., 2007). Rural nurses develop expert generalist skills as these
nurses move between different units in the hospital and care for all patient populations regardless
of age or diagnosis (Mayer & Winters, 2016). In some CAHs, nurses care for critically-ill
patients without a medical provider on site (Freeman et al., 2007; Seright & Winters, 2015).
End-of-Life Care
The National Institute for Nursing Research (2013) has designated EOL care as one of
five national nursing research priorities. Each day critical-care nurses care for patients and
patients’ family members at the EOL. Critical-care nurses that care for dying patients encounter
obstacles and helpful behaviors that impact quality EOL care (Kirchhoff & Beckstrand, 2000).
Predominant obstacles identified in a study of nurses who were members of the American
Association of Critical Care Nurses (AACN) included both family and nurse issues (Beckstrand,
et al., 2017). These perceived obstacles included families not understanding what lifesaving
measures entailed, family members disagreeing with each other about the use of life support, and
nurses not having enough time to provide quality EOL care. Significant helpful behaviors to
providing EOL care identified by critical care nurses in previous studies included physicians
agreeing about treatment procedures, nurses providing peaceful bedside environments for family
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members after patients have died, and providing families adequate time alone with their loved
one after death (Beckstrand et al., 2006; Beckstrand et al., 2020; Beckstrand & Kirchhoff, 2005;
& Kirchhoff & Beckstrand, 2000).
A research gap exists for EOL care for critically-ill patients in CAHs. While several
articles identify nurses’ perspectives of EOL care in the critical-care unit at urban hospitals, the
Cumulative Index of Nursing and Allied Health Literature (CINAHL) and Medline do not
contain any literature regarding the topic of EOL care for critically-ill patients in rural CAH
areas. Additional research of EOL care as perceived by CAH nurses caring for dying patients
will enhance evidence-based practices in EOL care. The purposes of this study were to determine
the size of obstacle and supportive behavior items in providing EOL care for critically-ill patients
as perceived by CAH nurses and to compare those results with that of previously published
research which used a sample of nurses primarily working in urban settings.
Methods
Sample
A national, geographically distributed sample of 500 CAHs was selected using a random
number generator from a list of 1348 CAHs effective as of July 27, 2018. Addresses and phone
numbers for the sample of 500 hospitals were collected in June 2019. We contacted each CAH
to determine which ones had inpatient beds designated for critical care services. We defined
critical care services in CAHs to include at least one of the following: 1) use of central lines, 2)
use and maintenance of vasopressors, and 3) management of mechanical ventilation. CAHs were
excluded from the study if the CAH did not meet at least one of the criteria for critical care
services. For CAHs that provided critical care services, we asked to speak with the director of
nursing to request access to their critical care nurses. We spoke with several directors of nursing
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by telephone, but the majority were left voicemails and e-mails for our first contact. We made up
to four attempts to contact the director of nursing for a participation agreement.
From the random sample of 500 CAHs, a list of those CAHs providing care to criticallyill patients either in a critical-care unit (CCU), step-down intensive care unit, or in designated
inpatient acute beds was developed. Inclusion criteria for the 46 CAHs that originally agreed to
participate in our study were the following: subjects were registered nurses (RN), worked in a
CAH in the United States, read English, and had cared for at least one rural, critically-ill patient
at the EOL. While 46 CAHs initially agreed to be part of the study, two hospitals later decided
not to participate and the other five did not return any questionnaires leaving a sample of 188
nurses from 39 CAHs.
Design
This exploratory study was conducted as a cross-sectional, nationally representative,
mailed questionnaire sent to participating CAHs that cared for critically-ill patients in an
inpatient setting. Mixed methods research was conducted to collect quantitative and qualitative
data for this study. Quantitative obstacle and helpful behavior item size data were analyzed and
published for this article.
Instrument
Data were collected using the, “Nurses’ Perceptions of End-Of-Life Care for Critically-Ill
Patients in CAHs” questionnaire. The questionnaire was adapted from a 73-item instrument
developed by Beckstrand entitled, “National Survey of Critical Care Nurses’ Perceptions of Endof-Life Care.” Revisions were made to the questionnaire from feedback received from four
nationally published nursing researchers on rural nursing in CAHs. We first spoke with a
published researcher in the Northwest who provided comments and then referred two other CAH
researchers in the Midwest. The Midwestern researchers also returned edits to the questionnaire.
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These two experts recommended a fourth research expert who also reviewed and edited the
questionnaire. A Director of Nursing over a critical care unit of a CAH in the Midwest region
also provided input on the questionnaire.
After incorporating suggestions from all experts, a pre-test of the revised instrument was
conducted by our research group, on-site, in Wyoming by nurses in three CAHs spread across
105 miles in the rural cities of Thermopolis, Cody, and Powell. These CAHs were chosen based
on reasonable access from our research location (less than a day’s drive) and none of the three
had been randomly selected in the sample of 500 CAHS. Site visits included interviews with
nurses and CAH facility tours. During hospital visits, 11 nurse experts employed at the CAHs
were interviewed in-person to discuss: 1) items on the tool, 2) obstacles and helpful behaviors in
EOL care, and 3) the average completion time of the instrument (27 minutes). Four nurses from
these Wyoming pre-test locations, who were unable to meet in-person during the hospital visits,
mailed back completed questionnaires after our visit. Their responses also improved the
instrument.
As compensation, we gave $25 gift cards to expert and pre-test participants. Based on
feedback from the 20 pre-test nurses, we made the following changes to the questionnaire: five
items were added to the obstacle section (none omitted), three items were added to the helpful
behavior section (omitted two items), two open-ended questions added (omitted two open-ended
questions), one demographic question added (omitted two), and changed the title to reflect that
nurses in CAHs work in different areas, not exclusively in critical care units.
We asked subjects to rate the size of obstacle and helpful behavior items in EOL care as
perceived by nurses serving critically-ill and dying patients in CAHs. Questions in a free
response format allowed nurses to share personal stories/experiences, recommendations, and
report on the impact of community economic factors on the CAH. Obstacle and helpful behavior
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item sizes (means and standard deviations) obtained from our sample of CAH nurses will be
reported here. Data regarding frequency of occurrence and open-ended responses will be
reported at a later date.
The 79-item questionnaire contained 35 obstacle items, 25 helpful behavior items, 14
demographic items, and five open-ended items requesting information about: 1) potentially
missed obstacles, 2) suggestions for EOL care improvement in CAHs, 3) a story/experience
illustrating obstacles to EOL care in a CAH, 4) impact of community economic factors on
CAHs, and 5) general information about caring for dying patients in CAHs.
Data Analysis
Data was analyzed using SPSS software (SPSS, Inc. Chicago, III). Data accuracy was
verified by three people. Frequencies, measures of central tendency and dispersion, and
reliability statistics were calculated for all current obstacle and helpful behavior items. Obstacle
and helpful behavior items were then ranked in size from highest to lowest mean.
Procedure
All CAHs in the United States, according to the 2018 report, are presented in Figure 1.
Institutional Review Board approval was obtained and research packets were mailed to all
Directors of Nursing who agreed to assist by distributing questionnaires to qualified nurse
participants. Each packet included: 1) a cover letter stating the purpose of study, 2) a three-page
questionnaire, 3) a one-dollar bill as compensation, and 4) a pre-paid, pre-addressed return
envelope. Participants’ consent was implied upon the return of the questionnaire.
Results
Demographic Data
Our sample consisted of 188 nurses working in 39 randomly-selected CAHs across the
U.S. (see Figure 1). For nurses reporting sex, 167 (88.8%) were female while 17 (9.1%) were

7
male with 4 (2.1%) not responding (see Table 1). Nurses reported being an average of 45.9 years
of age (SD = 12.98) and having worked as an RN for a mean of 16.8 years (SD = 13.1). Nurses
also reported working in an ICU for an average of 15.6 years (SD = 12.6) with 17 (9.0%) nurses
reporting having, at some time, being certified as Critical-Care Registered Nurses (CCRN;
certification from the American Association of Critical-Care Nurses [AACN]). Most nurses were
either Bachelor degree (n = 91; 48.4%) or Associate degree (n = 83; 44.1%) prepared. The
majority of nurses (n = 114; 60.6%) had cared for 21 or more patients who were dying and at the
end-of-life (see Table 1).
Obstacles
There were 34 obstacle items. On a scale of 0 (not an obstacle) to 5 (extremely large
obstacle), mean obstacle scores ranged from a 0.49 to 3.51 (see Table 2). Cronbach's alpha for
the 34 items was .91.
Top 10 items. Seven of the top 10 obstacles related directly to family behaviors and
attitudes. The two items with the highest rank mean scores were family members not
understanding what the term, “life-saving measures” really meant (M = 3.51; SD = 1.17)
followed by intra-family disagreements about whether to stop or continue life support (M = 3.28;
SD = 1.20). Family behaviors impeding EOL care ranked 4th – 6th in highest mean scores and
included nurses having to deal with angry family members (M = 3.14; SD = 1.34); family/friends
calling the nurse for updates rather than calling the designated family member for information
(M = 3.11; SD = 1.20); and, families not accepting what the physicians/nurse practitioners are
telling them about the patient’s poor prognosis (M = 3.10; SD 1.10). The seventh highest ranked
item involved employing life sustaining measures at the families’ request even though the patient
had signed advanced directives requesting no such treatment (M = 2.97; SD = 1.67). In addition,
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the nurse having to deal with distraught family members while still providing care for the patient
ranked ninth (M = 2.77; SD = 1.20).
Nursing issues identified in the top ten obstacles for EOL care included the nurse being
called away from the patient/family because of the need to help another nurse care for his/her
patients (M = 3.22; SD = 1.26) ranked third, and the nurse not knowing the patient’s wishes
regarding continuing with treatments and tests because of the inability to communicate due to a
depressed neurological status or due to sedation (M = 2.85; SD = 1.53) ranked eighth. In
addition, a physician/nurse practitioner issue ranked tenth and involved evasive behavior in
which providers avoid having conversations with family members (M = 2.75; SD = 1.78).
Items Unique to CAHs. One item relating to a lack of hospital staffing, equipment, or
other resources was ranked 15th (M = 2.58; SD = 1.84). The nurse knowing or being related to
the patient or family members ranked 19th (M = 2.32; SD = 1.50). Educational resources
including the unavailability of an ethics board or committee to review difficult patient cases
ranked 22nd (M = 2.26; SD = 1.74). A lack of nursing education and training regarding family
grieving and quality end-of-life care ranked 23rd (M = 2.18; SD = 1.40). Nurses infrequently
caring for critically-ill patients and therefore feeling “de-skilled” in providing advanced care
ranked 25th (M = 2.15; SD = 1.51). No available or limited access to counseling for the family
(such as social worker or religious leader) ranked 26th (M = 1.99; SD = 1.40).
Bottom 3 items. The lowest-ranked obstacle items as perceived by nurses included unit
visiting hours that were too restrictive (M = 0.49; SD = 1.19); unit hours that were too liberal (M
= 1.14; SD = 1.45); and pressure to limit family grieving after the patient’s death to
accommodate a new admit (M = 1.42; SD = 1.66).
Helpful Behaviors
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On a scale of 0 (not a help) to 5 (extremely large help), mean scores ranged from a low of
2.29 to a high of 4.46 for the 26 helpful behavior items (see Table 3). Cronbach’s alpha for the
26 helpful behavior items was .86.
Top 10 items. Three of the top ten helpful behavior items were things nurses controlled
including the top ranked item of allowing family members adequate time to be alone with the
patient after death (M = 4.60; SD = 0.62). Two other items controlled by nurses included
providing a peaceful, dignified bedside scene for family members once the patient had died (M =
4.43; SD = 0.75) ranked fifth, and teaching families how to act around the dying patient (M =
4.27; SD = 0.79) ranked seventh.
There were three helpful behavior items ranked in the top ten that impacted nurses having
adequate time to deliver EOL care. The second and sixth highest-ranked items were having
nursing assistive personnel available to help care for dying patients (M = 4.46; SD = 0.80) and
families having one member be the designated contact person for all other members regarding
patient information (M = 4.36; SD = 0.85). Furthermore, the ninth ranked item was nurses
having enough time to prepare families for the expected death of patients (M = 4.10; SD =
0.86).
Two of the top ten helpful behaviors were regarding the prognosis and treatment plan of
patients. The third highest ranked item was having family members accept that the patient is
dying (M = 4.46; SD = 0.79). The fourth highest-ranked item was having the physicians/nurse
practitioners involved in the patient’s care agree with each other about the direction patient care
should go (M = 4.43; SD = 0.85).
The remaining helpful behavior items ranked in the top 10 were hospitals designed so
that the family has a place to go to grieve in private (M = 4.19; SD = 0.94) ranking eighth and
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family members who thank the nurse or in some other way show appreciation for the care of the
patient who has died (M = 4.08; SD = 1.0) ranking tenth.
Bottom 3 Items. The lowest-ranked helpful behavior item was the nurse knowing or
being related to the patient or family members (M = 2.29; SD = 1.35), followed by having a
remote internet connection to expert help when caring for critically-ill/dying patients such as
Telemedicine, TeleHealth, or eICU (M = 2.50; SD = 1.68) and physicians/nurse practitioners
who put hope in real tangible terms (M = 3.06; SD = 1.59).
Discussion
This study was conducted to identify the size of obstacles and helpful behaviors in
providing EOL care for critically-ill patients as perceived by CAH nurses using a revised, pretested questionnaire. The obstacle and helpful behavior items both had high Cronbach’s alpha
scores supporting that the items, in both groups, had high internal consistency and reliability.
Additionally, subjects in this study were highly-experienced RNs with the majority having cared
for many dying patients. Because the number of participants in the study were adequate and
randomly selected from a geographically dispersed sample, results are generalizable to nurses
who care for critically-ill patients in CAHs throughout the United States. The study yielded
important obstacle and helpful behavior item size information by identifying top and bottom
ranked items perceived by nurses in CAHs.
Since CAH nurses have never been surveyed in regards to EOL care, it is important to
compare perceptions of CAH nurses with that of a national sample of urban-working critical care
nurses. A comparison was made between the current study’s highest and lowest obstacle and
helpful behavior means with study findings (Beckstrand et al., 2020; Beckstrand, Lamoreaux,
Luthy, & Macintosh, 2017) with critical care nurses who were members of the AACN. Both of
these studies included a nationally random sample of critical care nurses; however, the current
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study adapted the instrument used in the 2015 study to include items unique to rural hospitals.
Most of the top 10 obstacle and helpful behavior items from the earlier study (Beckstrand et al.,
2020; Beckstrand, Lamoreaux, Luthy, & Macintosh, 2017) remained in the top 10 as perceived
by CAH nurses. Surprisingly, in this study, obstacle and helpful behavior items from expert
review fell below the top 10 items in ranking showing there was more in common in the care of
critically-ill patients regardless of rural or urban locations.
Obstacle Results
Comparison of studies. In support of how similar the EOL care experience is for both
dying patients and their family members, eight of the top 10 obstacle items from the urban study
(Beckstrand et al., 2020; Beckstrand, Lamoreaux, Luthy, & Macintosh, 2017) remained in the top
10 for the current study. Interestingly, none of the five obstacle items added to the questionnaire
from expert/pre-test recommendations fell within the top 10 largest obstacles. A top ranked
obstacle item in the prior 2015 study (Beckstrand et al., 2020; Beckstrand, Lamoreaux, Luthy, &
Macintosh, 2017), not mentioned as a top 10 item in the current study, included multiple physicians
involved with patient care that differ in opinion about the direction care should go. Due to the lack
of medical providers in CAHs (Freeman et al., 2007; Mayer & Winters, 2016), it is likely that
fewer physicians or nurse practitioners are involved in the treatment plan for dying patients than
that of urban hospitals.
Family behaviors and attitudes. As discovered in the urban study (Beckstrand et al.,
2020; Beckstrand, Lamoreaux, Luthy, & Macintosh, 2017), the current study identifies family
behaviors and attitudes as comprising most of the top 10 obstacle items. Nurses caring for
critically-ill patients frequently provide EOL care, but for the majority of family members, death
is a new phenomenon. The dying process evokes strong emotions in the patient’s family as
members make EOL care decisions (Beckstrand et al., 2020). Nurses often continue EOL care for
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the patient while simultaneously dealing with angry and distraught family members (Beckstrand
et al., 2012; Beckstrand, Lamoreaux, Luthy, & Macintosh, 2017; Kirchhoff & Beckstrand, 2000).
Additionally, families experience confusion as to what life saving measures entail
(Beckstrand et al., 2020; Beckstrand & Kirchhoff, 2005; Kirchhoff & Beckstrand, 2000) and
intra-family disagreements about whether to continue life support. Often, family members are in
denial of a patient’s prognosis and go against advanced directives by employing life sustaining
measures (Beckstrand, Lamoreaux, Luthy, & Macintosh, 2017). It is probable that medical
providers are evasive and avoid sensitive topics with family members (Beckstrand et al., 2020;
Beckstrand & Kirchhoff, 2005) to escape potential discord. Family behaviors and attitudes often
create complex scenarios for the treatment team in providing EOL care for the critically-ill
(Beckstrand et al., 2020).
Need for other's help. CAHs have limited medical personnel (Freeman et al., 2007;
Mayer & Winters, 2016). Therefore, CAH nurses have heavy workloads as they complete
additional tasks usually dispersed amongst an interdisciplinary team in urban hospitals. Nurses in
CAHs reported being called away from patients and families to help other nurses while providing
EOL care. Helping other nurses care for patients was not ranked within the top 10 obstacles in
the 2015 urban study (Beckstrand et al., 2020; Beckstrand, Lamoreaux, Luthy, & Macintosh,
2017). CAH nurses need each other's help as they perform a broad range of medical
interventions while simultaneously caring for dying patients.
Unique obstacles for CAHs. Although CAH nurses work without the luxury of
resources available in urban hospitals (see Table 3), limited resource items ranked below the top
10 obstacles identified by study participants to performing EOL care. A possible explanation for
these low rankings is that rural communities are accustomed to operating with limited resources
making due with the materials and specialists available. Rural medical professionals have
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adapted to their environment and became expert generalists (Mayer & Winters, 2016; Seright &
Winters, 2015).
Family visiting hours. Visiting hours are not significant to providing quality EOL care
in CAHs as they ranked in the bottom three obstacle items. Pressure to limit family grieving after
the patient’s death to accommodate a new admit to that room was found to be among the lowestranked items. Research shows rural hospitals generally transfer critically-ill patients to urban
facilities (Freeman et al., 2007; Mayer & Winters, 2016). Therefore, rural hospital capacity
issues might not impact family time grieving at the bedside after the patient’s death.
Helpful Behavior Results
Comparison of studies. The current study, when compared with the 2015 urban study
(Beckstrand et al., 2020), indicated that helpful behaviors to providing EOL care are similar
regardless of location for critically ill patients. Out of the top 10 helpful behavior items ranked by
nurse members of the AACN in 2015, nine remained in the top 10 as ranked by CAH nurses in the
current study. An item ranked by CAH nurses as a large helpful behavior but not by nurse members
of AACN was the need for nursing assistive personnel. Certified nursing assistants available to
support nurses reduce the workload and interruptions CAH nurses experience while providing
EOL care for dying patients.
Nurse controlled items. Several items CAH nurses perceived as significant helpful
behaviors for providing EOL care focus on supportive interventions they can control. Nurses can
allow family members adequate time to be alone with the deceased patient and help families by
teaching them how to interact with the dying patient. Once the patient has died, CAH nurses are
able to provide a peaceful, dignified bedside scene for family members (Beckstrand et al., 2005;
Beckstrand et al., 2012).
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Adequate time for quality EOL care. Providing quality EOL care is time-intensive and
requires great sensitivity. Nurses need adequate time to prepare the family for the expected death
of the patient, but nurses are often called away from the bedside to help other nurses or patients.
The amount of time available for nurses to provide patient care is preserved as one family
member is assigned to be the designated contact person. Having a single contact person avoids
redundancy of family and friends who might continually call the nurse wanting updates
(Beckstrand et al., 2005). If the designated family member properly disseminated appropriate
information, nursing staff could focus more on the critical care needs of the patient (Beckstrand
et al., 2020; & Beckstrand, Lamoreaux, Luthy, & Macintosh, 2017).
Agreement of patient prognosis and treatment plan. Families are often asked to make
life sustaining medical decisions based on patient prognosis. These prognoses are often complex
and decisions involve strong emotions and opinions held by the patient and/or the family
(Beckstrand et al., 2020). At times family members disagree on continuation of life support;
therefore, helpful behaviors involve family members accepting when a patient is terminal
(Kirchhoff & Beckstrand, 2000). Even medical providers sometimes disagree about patient care
procedures. As physicians and nurse practitioners involved in the patient’s care agree about the
treatment plan, nurses are better able to provide quality EOL care (Beckstrand et al., 2005;
Beckstrand, Lamoreaux, Luthy, & Macintosh, 2017; Kirchhoff & Beckstrand, 2000).
Unique obstacles for CAHs. In rural communities, nurses often provide EOL care to
people they know outside of the hospital setting. Previous studies found conflicting results where
nurses personally acquainted with a patient or a patient’s family was a disadvantage (Beckstrand,
Rohwer, Luthy, Macintosh, & Rasmussen, 2017); yet, one study found a personal relationship
with the patient or patient’s family to be helpful (Mayer & Winters, 2016). CAH nurses reported
difficulty focusing and managing family dynamics when providing EOL care to friends and
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colleagues (Beckstrand, Rohwer, Luthy, Macintosh, & Rasmussen, 2017). However, another
study in a CAH described care provided to a patient was enhanced as the nurse knew the patient
and was able to suggest personalized interventions for involving family and friends (Mayer &
Winters, 2016).
The current study asked nurse participants to rate knowing or being related to the patient
or patient’s family members as an obstacle and a helpful behavior. Study participants perceived
this helpful behavior item to be the smallest help; however, when ranked as an obstacle, the item
was not ranked as either a large or small obstacle. These two questionnaire items indicate that
personal acquaintance of CAH nurses with patient and/or patients’ families does not significantly
impact providing EOL care in CAHs.
Telemedicine has the potential to improve health care in rural areas (Bonsignore et al.,
2018). However, in regards to EOL care, nurse participants in CAHs ranked having a remote
connection to off-site specialists when caring for critically-ill/dying patients as the second
smallest help. Although telemedicine provides CAHs with virtual access to specialists, perhaps
rural nurses have more confidence with in-person services while providing EOL care.
Limitations
This study involved a national random sample of CAHs with nurses experienced in EOL
care for critically-ill patients. The study had certain limitations. The perceptions of nurses that
chose not to respond may differ from those who did respond. What is unknown at this time is
how frequently large obstacles and helpful behaviors occur. Further analysis of frequency of
occurrence data and open-ended responses were not included in this report and will be
forthcoming.
Conclusion
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The purpose of this study was to determine the largest and smallest obstacles and most
and least helpful behaviors perceived by nurses in providing EOL care for critically-ill patients in
CAHs. The random sample of CAHs selected included nurse participants experienced in
providing EOL care and can be generalized to represent all nurses in CAHs.
Nurses in CAHs are resourceful and competent in performing EOL care to critically-ill
patients. Results of this study identify that family behaviors and attitudes are the largest obstacles
involving EOL care in CAHs (as similar in studies of urban EOL care). Helpful behavior
highest-ranked items include interventions the nurse can control, adequate time to provide
quality EOL care, and agreement of patient prognosis and treatment plan.
CAHs are distinct entities with unique challenges. Previous studies for critical care
services in rural communities indicate resource deficits impede access to quality health care
(Freeman et al., 2007). In the current study, questionnaire items dealing with obstacles and
helpful behaviors specific to CAHs were not ranked within the top 10 items by nurse participants
for providing EOL care. Perhaps rural nurses perceive resource deficiencies to be significant for
the critically-ill when a patient has a good prognosis; yet, for a patient who is terminal and
receiving EOL care, a nurse may perceive other interventions to be more valuable.
Recommendations include additional research to identify effective education for family
regarding life support measures and advanced directives. A chart posted in hospital waiting
rooms with common terminology to define critical-care interventions would enhance family
understanding and decision-making in EOL care. A professional guide explaining common
obstacles and helpful behaviors should be developed and accessible for nurses who assist
distraught family members during EOL care in CAHs.
Further, critical-care nurses need to increase their voice in forums and community events
where educating through special topic could be accomplished. Informing communities regarding
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options for EOL care is essential. Education then empowers individuals to communicate their
EOL wishes to their loved ones.
Nurses working in some CAH care for patients who are at the end of life and dying. The
obstacles rural nurses face are similar to those faced by their urban counterparts. CAH nurses
have different challenges in caring for dying patients because of the lack of equipment and
expertise; yet, these nurses provide excellent EOL care to their rural patients. More research on
nursing care in CAH is needed.
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Table 1
Demographics of Critical Access Hospital (CAH) nurses (n = 188)
Characteristics
Sex
Female
Male
No response

n (%)
167
(88.8%)
17
(9.1%)
4
(2.1%)
n

Age
Years as an RN
Hours worked per week
Years work in ICU
Number of unit beds
Years as a CCRN
Ever certified
Yes
No
Did not report

179
186
178
183
n (%)
17 (9.0)
163 (86.7)
8 (4.3)

Currently certified
Yes
No
Did not report
Number of Dying Patients
Cared for:
>30
21-30
11-20
5-10
<5
Did not report

85 (45.2)
29 (15.4)
37 (19.7)
21 (11.2)
9 (4.8)
7 (3.7)

Highest Academic Degree
Achieved
Diploma
Associate
Bachelor
Master
Doctoral
Did not report

6 (3.2)
83 (44.1)
91 (48.4)
5 (2.7)
1 (0.5)
2 (1.1)

Position held at facility

12 (6.4)
58 (30.9)
70 (3.7)

M
45.9
16.8
35.1
15.6
15.8

SD
12.98
13.1
10.9
12.6
10.1

Range
21-77
1-56
1-80
1-56
0-37
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Direct care/staff RN
Charge/staff RN
Manager/Educator
Other
Did not report
Type of Facility
Community Hospital; nonprofit
County Hospital
Community Hospital;
profit
State Hospital
Other
Did not report

84 (44.7)
66 (35.1)
17 (9.0)
19 (10.1)
2 (1.1)
104 (55.3)
38 (20.2)
31 (16.5)
3 (1.6)
5 (2.8)
7 (3.7)
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Table 2
Mean, Standard Deviation, and Sample Size for Obstacles Size Reported by Critical Access
Hospital Nurses
__________________________________________________________________________
Obstacle Items
M
SD
na
__________________________________________________________________________
1. Family members not understanding what the term,
“life-saving measures” really means.
3.51
1.17
185
2. Intra-family disagreements about whether to stop or
continue life support.

3.28

1.20

187

3.22

1.26

184

3.14

1.34

185

3.11

1.20

185

3.10

1.10

184

2.97

1.67

182

2.85

1.53

182

9. The nurse having to deal with distraught family
members while still providing care for the patient.

2.77

1.20

185

10. Physicians/NP’s who are evasive and avoid having
conversations with family members

2.75

1.78

183

2.70

1.37

182

3. Being called away from the patient and family
because of the need to help another nurse care for
his/her patients.
4. The nurse having to deal with angry family members.
5. Family and friends who continually call the nurse
wanting an update on the patient’s condition rather than
calling the designated family member for information.
6. Families not accepting what the physicians/NP’s are
telling them about the patient’s poor prognosis
7. Employing life sustaining measures at the families’
request even though the patient had signed advanced
directives requesting no such treatment.
8. The nurse not knowing the patient’s wishes regarding
continuing with treatments and tests because of the
inability to communicate due to a depressed
neurological status or due to sedation.

11. The patient having pain that is difficult to control or
alleviate.
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Table 2 (Continued)
__________________________________________________________________________
Obstacle Items
M
SD
na
__________________________________________________________________________
12. The family is not with the patient when he or she is
dying.
2.63
1.24
184
13. When the nurses’ opinion about the direction patient
care should go is not requested, not valued, or not
considered.

2.62

1.45

184

2.59

1.38

184

15. Lack of staffing, equipment, or other resources
(write in which items are lacking below).

2.58

1.84

173

16. Physicians/NP’s who won’t allow the patient to die
from the disease process.

2.41

1.83

183

2.40

1.67

184

18. Multiple physicians, involved with one patient, who
differ in opinion about the direction care should go.

2.33

1.76

180

19. The nurse knowing or being related to the patient or
family members.

2.32

1.50

182

20. Physicians/NP’s who are overly optimistic to the
family about the patient surviving.

2.29

1.40

185

2.29

1.71

178

22. The unavailability of an ethics board or committee
to review difficult patient cases.

2.26

1.74

170

23. Lack of nursing education and training regarding
family grieving and quality end-of-life care.

2.18

1.40

183

14. Not enough time to provide quality end-of-life care
because the nurse is consumed with activities that are
trying to save the patient’s life

17. Continuing treatments for a dying patient even
through the treatments cause the patient pain or
discomfort.

21. Continuing intensive care for a patient with a poor
prognosis because of the real or imagined threat of
future legal action by the patient’s family.
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Table 2 (Continued)
__________________________________________________________________________
Obstacle Items
M
SD
na
__________________________________________________________________________
24. Transferring dying patient to a larger facility so
physician/NP can say to the family “everything” was
2.15
1.56
184
done.
25. The nurse infrequently cares for critically-ill
patients and therefore feels “de-skilled” in providing
advance care.

2.15

1.51

183

1.99

1.40

183

1.94

1.69

182

28. Dealing with cultural differences that families
employ in grieving for their dying family member.

1.93

1.29

183

29. The nurse knowing about the patient’s prognosis
before the family is told the prognosis.

1.85

1.40

185

30. Poor design of hospital which does not allow for
privacy of dying patients or grieving family members.

1.77

1.72

185

31. Continuing to provide treatments to dying patients
because of financial benefits to the hospital

1.60

1.86

180

32. Pressure to limit family grieving after the patient’s
death to accommodate a new admit to that room.

1.42

1.66

183

1.14

1.45

182

0.49

1.19

184

26.No available or limited access to support person for
the family such as social worker or religious leader
27. The inability to reach family members when a
patient is dying due to poor/inadequate phone lines or
cell phone service.

33. Unit visiting hours that are too liberal
34. Unit visiting hours that are too restrictive

________________________________________________________________________________________________________________
a

Reflects the number of respondents rating this item.
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Table 3
Averages for Helpful Behaviors Reported by Critical Access Hospital Nurses With Regard to
End-of-Life Care
__________________________________________________________________________
Helpful Behavior Items
M
SD
na
__________________________________________________________________________
1. Allowing family members adequate time to be alone
4.60
0.62
183
with the patient after he or she has died
2. Having nursing assistive personnel, such as CNA's,
available to help care for dying patients

4.46

0.80

180

3. Having family members accept that the patient is
dying

4.46

0.79

181

4. Having the physicians/NPs involved in the patient’s
care agree about the direction patient care should go

4.43

0.85

184

5.Providing a peaceful, dignified bedside scene for
family members once the patient has died

4.43

0.75

183

6. Having one family member be the designated contact
person for all other family members regarding patient
information

4.36

0.85

183

7. Teaching families how to act around the dying
patient such as saying to them, “She can still hear...it’s
okay to talk to her.”

4.27

0.79

183

8. A hospital designed so that the family has a place to
go to grieve in private

4.19

0.94

183

9. Having enough time to prepare the family for the
expected death of the patient
10. Having family members thank you or in some other
way show appreciation for your care of the patient who
has died

4.10

0.86

183

4.08

1.00

182

11. Working alongside more experienced or “seasoned”
nurses when caring for dying patients and their families

4.05

0.99

180
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Table 3 (Continued)
__________________________________________________________________________
Helpful Behavior Items
M
SD
na
__________________________________________________________________________
12. Having the physician/NP meet in person with the
3.99
1.00
180
family after patient’s death to offer support and validate
that all possible care was done
13. Talking with the patient about his/her feelings and
thoughts about dying

3.98

0.94

181

14. Letting the social worker or religious leader assist
with care of the grieving family

3.97

0.97

182

15. After the patient’s death, having support staff
compile all the necessary paperwork for you which must
be signed by the family before they leave the unit

3.94

1.09

182

16. Having a schedule that allows for continuity of care
for the dying patient by the same nurses

3.88

0.95

184

17. Having fellow nurses take care of your other
patient(s) while you get away from the unit for a few
moments after the death of your patient

3.80

1.21

182

18. Allowing families unlimited access to the dying
patient even if it conflicts with nursing care

3.61

1.37

183

19. Having a support person outside of the work setting
who will listen to you after the death of your patient

3.53

1.28

178

20. The nurse drawing on his/her own previous
experiences with the critical illness or death of a family
member

3.52

1.20

181
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Table 3 (Continued)
__________________________________________________________________________
Helpful Behavior Items
M
SD
na
__________________________________________________________________________
21. Having a fellow nurse offer some words of support
3.49
1.32
182
such as, “you did all you could for that patient”
22. Having a fellow nurse give you some kind of brief
physical support after the death of your patient such as
putting his/her arm around you, hugging you, or...

3.31

1.35

183

23. Having the family physically help care for the dying
patient

3.31

1.17

183

24. Physicians/NPs who put hope in real tangible terms
by saying to the family that, for example, only 1 out of
100 patients in this patient’s condition will completely
recover

3.06

1.59

178

25. Having a remote connection to expert help when
caring for critically-ill/dying patients such as
TeleMedicine, TeleHealth, or eICU

2.50

1.68

169

26. The nurse knowing or being related to the patient or
family members

2.29

1.35

177

_________________________________________________________________________________________________
a

Reflects the number of respondents rating this item.

